Case Report: Delayed Diagnosis of Mesenteric Artery Rupture  by Moore, H.M. et al.
EJVES Extra (2011) 22, e73ee75SHORT REPORT
Case Report: Delayed Diagnosis of Mesenteric Artery
RuptureH.M. Moore a, A. Thapar a, K.J. Davies a, P. Herbert b, A.H. Davies a,*aAcademic Section of Vascular Surgery, Imperial College School of Medicine, Charing Cross Hospital, London W6 8RF, UK
b Imperial College Healthcare NHS Trust, Charing Cross Hospital, London W6 8RF, UK
Submitted 7 September 2011; accepted 26 September 2011KEYWORDS
Mesenteric artery;
Right colic artery;
Aneurysm ruptureDOI of original article: 10.1016/j.e
* Corresponding author. Tel.: þ
2033117362.
E-mail address: a.h.davies@imperi
1533-3167 ª 2011 European Society fo
doi:10.1016/j.ejvsextra.2011.09.006Abstract Introduction: Aneurysms of the superior mesenteric branch arteries are rare. The
natural history is unknown and there is no consensus on management. We report a case of right
colic artery aneurysm rupture.
Report: A 70-year-old male presented with a two week history of right flank pain and syncope.
On admission he was hypotensive, but responded to fluid resuscitation and was discharged
after a two day observation period. He attended his family doctor with bruising in the right
groin and abdominal distension. CT confirmed a 2 cm aneurysm arising from a branch of the
right colic artery with a large associated haematoma and active extravasation.
Discussion: Mesenteric artery aneurysms are rare and often misdiagnosed. Management
options include embolisation or open surgery. The mesentery can act to tamponade in some
cases resulting in a delayed diagnosis of rupture.
ª 2011 European Society for Vascular Surgery. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license.Introduction
Aneurysms of the superior mesenteric branch arteries are
rare. Spontaneous rupture and haemorrhage is associated
with a high mortality.1 The incidence of splanchnic aneu-
rysms is 0.1e2%.2 The superior mesenteric artery and its
branches account for approximately 4% of these. There arejvs.2011.10.008.
44 2033117320; fax: þ44
al.ac.uk (A.H. Davies).
r Vascular Surgery. Published byfive prior cases of right colic artery aneurysms reported.3e7
The natural history of the condition is unknown and there is
no consensus on management, although many surgeons will
treat if the patient is symptomatic or the diameter is
greater than 2 cm.
There are options for management of these patients
including:
 Open surgical repair
 Embolisation using coils or particles
 Laparoscopic ligation of the vessel
 Duplex surveillanceElsevier Ltd. Open access under CC BY-NC-ND license.
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rupture which was missed and illustrate the key learning
points.Figure 2 Ultrasound scan showing cystic structure.Report
A 70-year-old male presented to the Emergency Depart-
ment with a two week history of right flank pain and
a single blackout. His past medical history included hyper-
tension, hypercholesterolaemia, a previous CVA in 1999
secondary to an intracerebral haemorrhage, amyloid angi-
opathy, one episode of ureteric colic and memory impair-
ment. He took the following medications regularly:
Donepezil, diclofenac, lisinopril and simvastatin.
On admission he was hypotensive with a blood pressure
of 84/48 mmHg. He was noted to have a creatinine of
214 mmol/L which was an acute elevation and haemoglobin
was 11.4 g/dL. He responded well to fluid resuscitation and
a limited renal ultrasound was unremarkable. He was
admitted to hospital for observation for 48 hours. His
symptoms of abdominal pain and syncope were deemed to
be secondary to Donepezil, the dosage was reduced and the
patient was discharged from hospital.
His symptoms improved post-discharge but he was still
experiencing dizziness, lethargy and reduced exercise
tolerance when walking. The following day he noticed
bruising in the right groin (Fig. 1) and arranged to see his GP.
His GP found his blood pressure to be 80/40 mmHg with
a pulse of 120 beats per minute. His abdomen was distended
and tender on the right side. A repeat ultrasound revealed
a unilocular cystic structure measuring 7.6  5.3 cm with no
Doppler detectable flow within it, this is shown in Fig. 2.
He was referred to the vascular service the same day,
although the patient had now had the symptoms for three
weeks.
Arterial phase computed tomography showed a 2 cm
aneurysm arising from an ectatic segment of a right colic
branch artery with no active extravasation and a large
associated haematoma as shown in Fig. 3. There were no
other associated aneurysms.
During coil embolisation of the right colic artery branch,
the coil migrated to the distal ileocolic artery. An
immediate laparotomy was performed. Findings wereFigure 1 Bruising of groin.a haemoperitoneum, an ischaemic right colon and terminal
ileum and a Meckel’s diverticulum. In addition there was
a large haematoma within the mesentery of the right colon
in the region of the right colic artery. The patient under-
went a right hemicolectomy and was discharged without
complication after 5 days.
Histology was performed which showed early acute
superficial mucosal ischaemic injury and an incidental
appendiceal endocrine tumour. The aneurysm was not
visualised on microscopic examination due to the extensive
organising haematoma.
Discussion
Mesenteric artery aneurysms are rare and easily mis-
diagnosed. The commonest aetiologies are arteriosclerosis,
mycotic aneurysms and inflammatory conditions. In young
patients it is important to consider connective tissue
disorders such as EhlerseDanlos syndrome type IV. The
management in the asymptomatic elective patient is
controversial, but in the emergency setting, both the
endovascular approach and open surgery are suitable
options to manage these patients. The mesentery can actFigure 3 Reconstruction CT image of aneurysm.
Mesenteric Artery Rupture e75to tamponade the bleeding in some cases of rupture,
resulting in delayed diagnosis, in this case three weeks had
passed. A hypotensive patient with abdominal pain should
be referred to the surgical team or, at the very least, have
adequate abdominal imaging to exclude a surgical cause.
Intra-abdominal aneurysms must be considered in the
differential diagnoses of these patients.
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